The Keele Team's response to this paper:
Psychological interventions have reasonable evidence in the secondary care setting [3] , but numerous primary care based trials have had negative results [5] . This suggests that there are some substantial obstacles to effectively translating this approach to the early physical therapy setting. The central aim of the RCT by George et al. was to test whether an early behaviorally oriented physical therapy approach would significantly enhance the effect of tailored physical therapy, particularly among patients with elevated levels of pain-related fear. Their hypothesis was not supported. But before we conclude that the time has come to put these early psychosocial interventions 'out to pasture', there are few considerations worth highlighting.
Recently considerable pessimism was expressed about the efficacy of many physical treatments. Yet they were ''saved" at the last minute by the recognition that overall group comparisons were masking differential responses of patients with different clinical profiles to the alternative physical treatments available. Indeed much research is now focused on how best to identify patient subgroups who are most likely to benefit from specific modalities to improve treatment targeting [1, 4] .
George et al. were clearly aware of clinical prediction rules that would improve the effect sizes of their physical treatment arm and so used the treatment-based classification system within their trial's usual care group. However, although clinical prediction rules were used to sharpen the effectiveness of the usual care group, no such tools were used to help clinicians target the behavioral interventions in the study, despite the relative inexperience of the therapists delivering the behaviorally oriented treatment. It is only fair to point out, that at the time of this study's conception methods to match primary care patients with back pain to behavioral interventions (e.g. [2] ), were still in their infancy. As a consequence George et al. performed an a priori subgroup analysis that selected a fairly arbitrary and relatively low threshold on a single fear scale to test whether this subgroup of patients demonstrated greater benefits from an early physical therapy behavioral approach. Unsurprisingly this oversimplified approach to treatment matching failed to establish an effective outcome.
We have a further concern about the statistical power of this study, which was testing the added value of a psychosocial (behaviourally oriented) approach. Given their clinical case mix of acute and subacute low back pain, and the fact that all groups were receiving tailored physical therapy, their sample size (92 subjects) for the trial was not powered to detect relatively small differences among the subgroup with significant psychosocial concerns. Indeed the authors allude to this problem in their discussion, where they state that up to 700 patients would have been required to show significant treatment effects.
As we look to the future management of the complex problem of back pain, we must strive to find ways to enable better treatment targeting [6] , not only for the physical treatments that we have to offer but that also enable us to identify the subgroup of patients who require additional psychosocial (behavioral) approaches. Otherwise we are in danger of throwing the baby out with the bath water.
